CHAPTER XIV 


Role and Technique of the Therapist 


1. The therapist must first create a setting in which people can, 
perhaps for the first time, take the risk of looking clearly 
and objectively at themselves and their actions. 


a. 


He must concentrate on giving them confidence, 
reducing their fears, and making them comfortable and 
hopeful about the therapy process. 


He must show that he has direction, that he is going 
somewhere. His patients come to him because he is an 
expert, so he must accept the label and be comfortable 
in his role. 


Above all, he must show patients that he can structure 
his questions in order to find out what both he and they 
need to know. 


2. The patient is afraid. He doesn’t dare ask about what he 
doesn’t know; he feels little, alone and frightened. 


a. 


He suffers from the Crystal Ball Syndrome: “I’m 
supposed to know. But I am little and can’t ask. Yet I am 
big and omniscient; I can guess. You, the therapist, 
should be able to guess too.” 


207 


208 


He suffers from the Fragility Syndrome: “If I ask, the 
other person will fall apart. If I ask, I will get an answer 
that will make me fall apart.” 


He suffers from Fear of the Unknown. Pieces of the past 
are missing or can’t be looked at. This or that is 
forbidden territory. 


He doesn’t know what it is he doesn’t know; he feels 
hopeless. He has been operating from insufficient 
information for a long time. He feels that there is no 
point in continuing the struggle. 


He can’t ask about what he doesn’t know; he feels 
helpless. Sick people can’t be direct about what they 
want. They can tell about what hurts, not about what is 
wrong. 


` 


He fears the therapist will lie to him; he feels suspicious. 
He assumes that others know and won’t tell; that others 
see and hear everything. (“Ma always knew when I was 
in the cookie jar. So others know what is inside of me.”) 


3. The therapist is not afraid. 


a. 


He does dare to ask questions, and the way he frames 

them helps the patient to be less afraid as well. 

— The therapist asks what the patient can answer, so 
that the patient feels competent and productive. 

— The therapist engages the patient in a history-taking 
procedure to bring out details of family life. This 
makes the patient feel he knows things the therapist 
doesn’t know, that he has something to contribute. 
(Patients get very involved in building this factual 
history of their own past. They argue with each other 
about the facts, correct the therapist, and so forth.) 

— The therapist asks questions which the patient can 
emotionally handle at the time, so the patient can feel 
he is in control. 


The therapist doesn’t know what it is he doesn’t know, 

but he knows how to find out and how to check on his 

knowledge. , 

— The therapist does not assume anything. He must not 
think he knows more than he does. All he can assume 
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is that there is a body before him; it is breathing; it is 
a male or a female of a certain age. 

— If the therapist operates from assumptions without 
checking on them, he is often wrong. He must 
question his patients constantly: 


“Does she like being beaten, or not?” 
“Did they ever get to the movies?” 


“What does ‘Well, sort of’ mean?” 

— He must question his own assumptions too. Does their 
coming late to the appointment mean they are 
“resisting” or not? (There is a story about a man 
accused by the therapist of “resisting” therapy 
because he arrived late for the therapy hour. Later the 
therapist discovered the man had been held up by a 
serious accident on the freeway.) 


The therapist can ask about what he doesn’t know; he 

knows how to get facts. 

— Facts about planning processes: “Did you get to the 
movies as you planned?” or, “Did you ever get the 
bread on the table?” 

— Facts which reveal loopholes in planning. For 
instance, the mother complains that her children 
don’t do chores. The therapist finds by questioning 
that she never tells them what to do; all the 
instructions are in her head. 

— Facts about perceptions of self and other: “How did 
you expect he would react?” or, “What did you assume 
she thought?” 

— Facts about perceptions of roles and models: “Who 
does what in your house?” or, “How did your dad 
handle money?” 

— Facts about communicatioon techniques: 


“You weren’t sure what he meant? What was it 
about his behavior that made you uncertain?” 


“What did you say to him? What did you say back 
to her?” 


“Did the words coming out of his mouth match the 
look on his face?” 
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“Did you try to get your point across? How? Then 
what did you do?” 

— Facts about how members express sexual feelings and 
act out. The therapist doesn’t give double-level 
messages to patients to the effect that he really wants 
to hear about these subjects more than any other. His 
questions concern everyday living, including sex 
activities and periods of acting out. When discussing 
sexual material, the therapist does so in an open, 
concrete, matter-of-fact way. He treats this subject 
like any other. He says: “What way is it?” not, “Who is 
to blame?” “How does that go?” not, “Why don’t you 
respond?” 


d. The therapist does not fear the patient is lying to him; 
he is not suspicious. He realizes the patient is not 
deliberately withholding information or misrepresenting 
it. He is responding to a vague fear of blame and low 
self-worth. 


4. The therapist shows the patient how he looks to others. 


a. The therapist rises above the cultural prohibition against 
telling others how they manifest themselves: 


“Your nose is bleeding.” 
“Your slip is showing.” 


“You seem to want to be friends with him, but you 
don’t act the way you say you feel.” 


“You seem to want to succeed but you act as though 
you might be afraid to try.” 


b. The therapist realizes that people are grateful to be told 
how they manifest themselves. 


“We all need three-way mirrors. Yet we assume 
that others see in us what we feel we are 
manifesting.” 


“We can give information if we do it in such a tone 
that our good will is clear. Clarity of intent gets 
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across if our words, face, tone of voice, are all of a 
piece.” 


But such information must also be given in an 
appropriate context, in an appropriate relationship. The 
telling must not be overdone, and good things must be 
told too. For example, a husband had a glob of 
something on his shoe. He and his wife sat through a 
whole therapy session with me. Finally the wife 
mentioned it to her husband. He asked her why she 
hadn’t told him, and she said she didn’t want to 
embarrass him or hurt him. Also, she thought he knew 
about it. He was angry that she hadn’t told him. Even 
though the news we get from others may be 
uncomfortable, we prefer that to not knowing the 
impression we give. 


c. The therapist can also put the tape recorder to good use. 
Playing back tapes of previous conversations (which 
were openly recorded, of course) can be a good way of 
showing people how they sound and look to others, as 
well as making it easier for patient and therapist to 
study the interactions of therapy. In addition, the 
positive moves of patients can be pointed out to them 
while playing back tapes. 


5. When the therapist asks for and gives information, he does 
so in a matter-of-fact, nonjudgmental, light, congruent way. 


a. The therapist verbally recreates situations in order to 
collect facts. He has a flair for acceptance and 
imagination: 


Th: Now let me see. There was no bread. What did 
you do for bread that night? 


W: Well, we didn’t have any. 


Th: Well, then you didn’t get enough to eat. Now let’s 
take a look at what you were trying to do. You 
wanted food on the table and it wasn’t there. And 
you thought Harry was going to bring it. Your 
husband is telling you that you don’t keep him 
informed, and you are telling him he doesn’t 
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care what happens in the house, what happens 
to you. Let’s see where this all started. Here you 
are, Harry, coming in the door wondering if 
dinner’s cooked. And your wife is thinking, “We 
don’t have any bread . 


By showing he is easy about giving and receiving 
information, the therapist makes it easier for the ations 
to do so. 

— I can ask—so can you. 

— I can give information—so can you. 

— I can receive information—so can you. 

— I can give a clear message—so can you. 


(But the therapist must beware of the inappropriate light 
touch. One time a trainee-therapist sat with a smile on 
her face while a patient was telling her about very 
painful material. The trainee’s consultant-observer 
pointed this out to her after the session was over. She 
was unaware that she was doing this, and said she 
guessed she always smiled when things were painful to 
cover up what she was feeling inside. The therapist 
must be congruent in his behavior.) 


6. The therapist builds self-esteem. 


a. 


The therapist makes constant “I value you” comments 
along the way: 


“You’re a responsible person.” 

“You have feelings too, you know.” 

“You can want things for yourself, can’t you?” 
The therapist labels assets. The patient is like a grocery 
store after an earthquake, with unlabeled goods lying all 
around. The therapist takes a tally for the patient; what 
is in stock, how it might be sold. The therapist says: ` 


“You showed you could do that quite well.” 


“You never allowed yourself to develop that, did 
you?” 


213 


The therapist asks the patient questions he can answer 
(see page 159). 


The therapist emphasizes that he and his patients are 

equals in learning. 

— By asking questions, he tells his patients: “You 
contribute to what I know.” (Family members check 
each other on facts and this should be encouraged.) 

— He admits that he can make mistakes: “I goofed on 
that. I’m sorry,” or, “I forgot. It was careless of me. I 
should have remembered.” 

— By his actions, he tells his patients, “I share what I 
know.” The therapist shares as much of his 
assumptions and knowledge as he can, but at the right 
time and in an appropriate manner. 


The therapist includes himself as a person whose 
meaning can be checked on: “I will try to be perfectly 
clear. You check me if you don’t follow me.” 


The therapist takes the family’s history and notes past 
achievements. 


The therapist begins to accentuate the idea of good 
intentions but bad communication: 


“T think Mother and Dad very much want to get 
across their messages, but somehow something 
seems to stand in their way.” 


“In this family I see everyone wanting to report on 
what they see and hear and on what they wish for, 
but somehow behaving as though others won't 
hear.” 


“There is no lack of good intentions, good wishes in 
this family. But somehow everyone seems to have 
trouble making these wishes clear.” 


“I don’t think for a minute that anyone in this 
family wants to give pain to others. But when 
comments are made, they always seem to come out 
in the form of accusations.” 


214 


h. 


“Why is it that members of this family don’t seem 
able to give open reports to each other on what they 
see and hear?” 
3 
The therapist asks each family member what he can do 
that brings pleasure to another member: 


“What can you do, Joe, that you know ahead of time 
will bring pleasure to Mary?” (and vice versa) 


“What can you do, Johnny, that will bring big 
smiles to Mother’s face?” 


By these questions the therapist not only further 
delineates family rules, but he helps each member to see 
himself as others see him. Maybe Johnny says (about his 
father): “I can’t do anything to please him.” Maybe Joe 
says (about what he thinks his wife wants of him): “Just 
bring in the money.” Maybe Mary says (about what Joe 
wants of her): “Just keep him fed.” 


The therapist is human, clear, direct. Love is not enough. 
The therapist works for maximum adaptability by 
helping the family to feel they are likeable. He raises 
their capacity to give and minimizes their sensitivities to 
painful subjects, thereby decreasing the necessity for 
defenses. 


7. The therapist decreases threat by setting the rules of 
interaction. 


a. 


The therapist sees to it that all are present: “We need 
your reaction, experience, on this,” or, “Only you can tell 
us what you saw and heard.” 

He makes it clear that no one is to interrupt others: 


“Youv’re all talking at once. I can’t hear.” 


“T guess Johnny will have to speak for five minutes, 
then Patty can speak for five minutes.” 


“You’re hurting my eardrums.” 
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c. He emphasizes that no one may act out or make it 
impossible to converse during the session: 


“I have to hear in order to do my work.” 
“You got your point across. Now let’s get to work.” 


“No wonder you have not been able to work this 
out. Nobody is listening to anybody else.” 


“Now I know how deeply you feel about this. 
There’s no further need to show me.” 


“When you can talk in an adult manner, then come 
back and we'll get to work. Until then we will have 
to terminate therapy.” 


d. He makes sure that no one is allowed to speak for 
anybody else: 


“When you speak, speak for yourself only.” 


“Let Johnny speak for himself. You can’t be an 
authority on Johnny.” 


“Have you ever crawled inside another’s head and 
looked at a thought? You can’t do it. Neither can I. 
We have to check.” 


“You can collect evidence on his behavior and on 
what he says and see if they fit. You can then ask 
about it. But only he can explain why his messages 
didn’t fit.” 


“Did you ever ask what he meant by what he said? 
Or did you just guess?” 


e. He tries to make everyone speak out clearly so he can be 
heard. 


f. He makes direct requests to people to speak up: 


‘Tm a little deaf. Not very deaf, but a little deaf. 
You’re going to have to speak up.” 
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“We don’t want to miss what you have to say.” 


“Maybe you feel that what you have to say isn’t 
important.” y 


g. He kids: 

“Cat get your tongue?” 

“Know the language?” 

“You need practice in exercising that lower lip.” 
h. He relates silence to covert controls: 


“I saw you looking at Mother. Were you thinking 
she didn’t want you to speak?” 


“Maybe you think if you speak you’ll get 
clobbered.” 


“Well have to find out what makes it so unsafe to 
talk.” 


8. The therapist decreases threat by the way he structures the 
interviews: 


a. The therapist announces that therapy is aiming toward a 
concrete goal and will have a definite end. 

— At the very beginning he sets boundaries: “This is not 
going to be an open-ended process, one which may 
drag on indefinitely. The total number of interviews 
within which we shall try to work will be.. .” 

— He may also set more limited deadlines: “At the end 
of five sessions, we shall re-evaluate to see what has 
been accomplished, where we need to go.” 


b. The therapist plans the interviews so that the family 
will understand that he sees them as a family and is not 
taking anyone’s side. 

— He may begin therapy by seeing the two mates, the 
“architects” of the family, or he may see the whole 
family together. But whenever he starts with a new 
family, he wants to see them all together at least once, 
even when the children are too young to enter 
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therapy, in order to understand the operation of the 
family and what each person’s place in it is. 

— He never sees the I. P. and his parents alone, as this 
would only reinforce the common assumption that the 
I. P. is the root of the family’s trouble. 

— He never sees any unit other than the parents alone 
before he and the family are clear on the whole 
family’s way of operating. Doing so before this 
understanding is reached may make the therapist 
appear to be in a coalition with certain family 
members, or getting privileged data which may be 
kept from other members. The therapist must guard 
against any actions which might be taken by the 
family as a message about “who is to blame,” “who is 
loved most,” “who is sick,” etc. 

— After the operation of the family is made explicit to 
the therapist and the family, he can see individuals 
on a basis understood by everyone to pertain to some 
work relating to a marital pair, an individual, the 
sibling unit, and so forth. 

— The therapist singles out units when it seems 
practical or feasible. Sometimes family members are 
away for business or camp and seeing the separated 
units comes about naturally. If he sees anyone 
separately, it is always with the idea of reporting back 
to the family group what he and they have 
“discovered.” 


9. The therapist decreases threat by reducing the need for 
defenses. 


a. In my opinion, the dysfunctional family operates within 
a reign of terror, with all members fearing they will be 
hurt and all members fearing they will hurt others. All 
comments are taken as attacks on self-esteem. Therefore, 
the therapist must reduce terror. Defenses, as I see them, 
are simply ways of enhancing self-esteem and defending 
against attacks on self-esteem. So the therapist does not 
have to “destroy” defenses in order to produce change. 
He exerts all his efforts to reducing terror, reducing the 
necessity for defenses. 


b. The therapist asks each family member what he can do 
that brings anger from another member: 
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“What can you do which you know, as sure as sure, 
will make Dad blow his cork?” 


“What can you do, Mary, that will make Joe 
especially mad?” 


Such questions further delineate family rules and 
prohibitions. They help family members make covert 
rules overt. They also continue to decrease fears about 
showing anger. 


c. The therapist interprets anger as hurt: 


“Well, as far as I am concerned, when a person 
looks angry, this simply means he feels pain inside. 
In some way he feels his self-esteem is in danger.” 
“We will have to work out ways so that you can all 
give clear messages without feeling you will hurt 
other people’s feelings.” 


“Dad may look angry but he is really feeling some 
kind of pain and hurt. He will have to give a 
clearer message about his pain, so that others will 
know what is going on inside him.” 


d. The therapist acknowledges anger as a defense and deals 
with the hurt: 


H: It’s all I can do to keep from killing you! 
W: You’re a mean old man! 


Th: Now I know how deeply disappointed you both 
are. Things have turned out so differently from 
what you hoped. Let’s see what happened which 
has prevented the two of you from having joy 
and pleasure in your lives. 


e. The therapist shows that pain and the forbidden are all 
right to look at: 


“Did you see your parents’ pain? Were you able to 
relieve it?” 
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“So your dad had a wooden leg. You couldn’t talk 
about that, could you? That was painful for your 
family to talk about. Why?” 


“So Roger was adopted. Did you know this, Roger? 
What did Mother tell you about it? Why weren’t you 
able, Mother, to tell Roger this?” 


f. The therapist burlesques basic fears in the family: 


“Mother and Dad won’t drop dead if you simply 
comment on what you see and hear.” 


“You must think that Mother and Dad are pretty 
fragile creatures. They look like pretty strong 
people to me.” 


“You seem to act, Mary, as if Joe will fall apart if 
you simply report on what you have observed.” 


By burlesquing, or by painting the picture ad absurdum, 
the therapist helps decrease overprotective feelings and 
feelings of omnipotence, thus further reducing the need 
for defenses. 


10. The therapist decreases threat by handling loaded material 
with care. 


a. He handles loaded material by careful timing, going 
from least-loaded to most-loaded. 

— He goes from a history of the past, how couples first 
met, what they saw in each other, to the present 
interaction. 

— He starts with a discussion about the parents of origin 
and leads on to a discussion about the present parents. 

— The timing of questions is done by the order in which 
they are asked during the history-taking: 


“What did your parents do for fun?” 


“How were your parents different from each 
other?” 
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“Were your parents able to disagree?” 


“How did your parents disagree?” 


y 


“What do you do for fun?” etc. 


b. The therapist switches to less loaded material when 
things get hot. 
— To one subject rather than another (this depends on 
what in the family is the most loaded material). 
— To the past rather than the present: “How did 
money-handling go in your family when you were a 
kid?” 


c. The therapist handles loaded material by generalizing 
what one expects to see in families: 
“It is not unusual for families to hurt, have pain, 
have problems, fight.” 


“When one person in a family is hurting (or angry, 
or frightened) all are feeling the same way.” 


“When one person in a family is hurting, all share 
a responsibility in that hurt.” 


d. The therapist handles loaded material by relating 
feelings to facts. 

— He asks for specificity, examples, documentation: “He 
beats you sometimes? How often?” or, “He sort of 
cheats? What do you mean?” 

— He asks about data that patients use to support their 
perceptions: “How do you know she doesn’t care what 
you do?” or, “What does he do that makes you feel he 
is mean?” 

— But he does not ignore the real things to which 
patients are responding. He must be careful not to 
analyze a perception without checking it out against 
reality. 

— Neither does he wallow in feeling or allow others to 
do so. He must also keep from analyzing feelings 
separate from the context of interaction. 


e. He handles loaded material by using his own personal 
idiom. . 
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— He uses slang: “Dad hit the ceiling then, huh? or, “I 
guess the fur flew then.” 

— He uses profanity, vulgarity: “All right. So he acted 
like a bastard that time,” or, “You must have been 
mad as hell.” 

— He avoids pedantic words and psychiatric jargon. He 
uses “self-esteem” instead of “poor sex identity”; 
“count” and and “valued” instead of “acceptable”; 
“lovable” instead of “loved,” etc, 


f. He handles loaded material by translating hostile 
behavior and feelings: 


“So you felt unlovable.” 
“So you felt attacked.” 


“So what came out of your mouth didn’t match the 
pain inside. How come?” 


g. He handles loaded material by preventing closure on 
episodes and complaints (besides, he often has 
insufficient data from which to evaluate what feelings 
are about): “As we go along this will become clearer,” or, 
“We can learn more about that.” 


11. Let us now move forward to seeing how the therapist 
re-educates patients for adulthood, for accountability. 


a. The patient constantly gives clues that he does not feel 
accountable: 


“T can’t do it.” (I am little, insignificant.) 


“They won’t let me do it.” (Others are bigger than I 
am. I am a victim.) 


“You made me do it.” (I fix accountability in you.) 
“Yes, I do it, but can’t help it. I don’t know why.” (I 


fix accountability inside me, but I am not related to 
myself.) 
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“I did it because I was drunk (amnesic, crazy).” (I 
was not me.) 


“I didn’t mean to do jt.” (I was not me.) 
“I did it because I love you.” (Blackmail Syndrome.) 


b. The therapist uses certain techniques for restoring the 
patient’s feeling of accountability. 
— He reminds the patient of his ability to be in charge 
of himself: 


“Who eats for you?” 
“Who goes to the toilet for you?” 
“You can decide, you know.” : 


“You don’t have to rob yourself, you know.” (To a 
patient who wants to quit school.) 


“How did it happen, if you didn’t mean to do it?” 


“Others can’t see your inside wish. They can only 
see the outward behavior which gives a clue to the 
wish. You have to make your wishes clear.” 


“You invested that person with authority over you. 
Why did you give your authority away?” 


“You made an agreement with him that he would 
control you. Does this have to go on?” 


“What stands between you and your ability to 
control Mary?” 

— The therapist checks back always on pronouns to see 
who did what to whom. Schizophrenics, for instance, 
never say exactly who did what. They say: “Children 
shouldn’t do such and such.” The therapist pins the 
patient down: “You mean Johnnie?” The therapist 
makes the patient’s covert accusations overt so that 
they can be dealt with and so that he can check if the 
pronouns are accurately placed. 

— The therapist deals with tattletalers: 


Th: 


Th: 


Th: 
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(to mother) I’m going to tell on you. 


Now I think you want to get Ma in trouble. Does 
this happen at home? How come you parents are 
in a position where your kids can get one of you 
in trouble? 


* * * * * * * 
My husband drinks. 


(turns attention to what wife can report on 
herself) Do you drink? 


* * * * * * * 


(discrepancy watcher) He gets ten cents. I only 
get five cents. 


You want to make sure you get your share of 
things. That you don’t get robbed or left out. 


— The therapist deals with spokesmen: 


“How does it happen that you have to bea 
spokesman for Johnny? He can speak for himself. 
Let’s ask him about this.” 


“Does this go on at home? People speaking for 
other people? How do you suppose this came to be?” 
— The therapist deals with acting-out of children (see 

page 164 for acting-out of adults). He doesn’t turn to 
the parents. He asks the child, “How come?” He 
reminds the child that he has a choice about his 
behavior. He isn’t a victim. He can influence his 
environment. 


The patient-therapist relationship itself highlights 

problems of accountability. 

— The patient behaves in a certain way. He acts as if he 
is stuck with that behavior, can’t help it. If the 
therapist, too, treats this behavior as separate from 
the person, he is saying to the patient, “I expect you to 
have no controls.” So he highlights the behavior as 
belonging to the person, and he sets up behavior 
treatment goals. 
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— The patient expects the therapist to be a great white 
father or mother from whom all things flow. He 
expects the therapist to take charge. The therapist 
does take charge, but dees not treat the patient like a 
child or expect him to behave like one. He treats the 
patient like an adult and expects him to behave like 
an adult. He does not violate the adult label. 

— The therapist is not indispensable to the patient, 
though he may need to think he is. He is not like the 
parent of the schizophrenic who says: “You can’t feed 
yourself. You need me to live.” So he doesn’t give to 
patients in a “feeding” and “draining” kind of way. 
He only makes it possible for them to give to 
themselves and get from other family members. 


12. The therapist helps the patient to see how past models 
influence his expectations and behavior (see page 103). 


a. He reminds patients that they are acting from past 
models: 


“I would expect you to be worried about that. As 
you said, your dad never...” 


“Your mother handled money that way. How could 
you have learned other ways?” 


“Now it sounds to me as if you are giving the same 
kind of message to him that you saw your mother 
give to your dad. Yet you didn’t like the way your 
mother and father handled things and are 
struggling hard to do it differently. Let’s see what 
may be standing in your way.” 


b. The therapist openly challenges expectations: “Do you 
really believe that all children should be beholden to 
their parents?” 


c. The therapist reminds patients that they married each 
other for the very qualities about which they are now 
complaining. “Now this is what you said you liked about 
your wife. I wonder why you don’t like it now?” 


d. The therapist highlights expectations by completing 
communication: 


co 
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Th: (to Johnny) Do you like spinach? 
S: No. 


Th: Did you know your mother thought you did like 
spinach? 


S: No, but I didn’t want to hurt her feelings. 


Th: (to mother) Did you ever ask him if he liked 
spinach? 


M: No, I thought all men did. Pa did. 


The therapist highlights expectations by exaggerating 
them: “Your Pa did it, so naturally all men do it!” 


13. The therapist delineates roles and functions. 


a. 


The therapist recognizes roles himself, in addressing and 

treating a family. 

— He calls couples “Mother” and “Dad” when referring 
to them as parents and by their first names when 
referring to them as individuals or as husband and 
wife. 

— He then takes the oldest sib first, saying to the 
younger ones: “Wait a minute. You haven’t arrived 
yet. You haven’t been born!” 


The therapist questions patients about their roles: 


“You wear three hats—individual, marital, parental. 
I can see the parental, but where are the other 
two?” 


“Before marriage you were Miss So-and-So. What 
happened to her?” 


“Why do you have to get permission?” 
“Are you Daddy’s wife?” 
The therapist can teach explicitly about roles. He lists 


three roles on the blackboard: individual, marital, 
parental. He does this so that patients will see that they 
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have a choice as to how they will treat each other. If the 
therapist makes patients aware of how they are 
responding and shows them other ways to respond, they 
can then choose among these ways. Creativity in living 
is having a wider choice of alternatives. 


14. The therapist completes gaps in communication and 
interprets messages. 


a. 


The therapist separates the relationship part of a 

message from its content. Patients usually confuse the 

two and talk about relationships in “content” terms: 

— “This coffee is no good” is a patient’s way of saying, 
“You are no good.” 

— “Glasses get dirty” is a schizophrenic’s way of saying, 
“You can’t see straight.” - 


The therapist separates comments about the self from 
comments about others. Patients usually confuse the two, 
and can’t figure out which part of an interchange tells 
them something about the speaker and which part is 
addressed to them. 

— ‘Tm tired” can be a statement about the speaker’s 
fatigue. It can also be a question: “You too?” It can 
also be a request: “Help me!” 

— So when the patient tells the therapist what B said, 
the therapist asks what the patient got out of B’s 
message. 


The therapist points out significant discrepancies in 
communication: 


F: I feel fine. 


Th: You look awful. How come you say you feel fine 
when you look awful. Can’t you allow yourself to 
feel like Hell? 


F: (to child, whose symptom is related to the 
father’s delinquent behavior) Be good and Ill be 
back soon. 
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Th: (to father) I think there were two parts to that 
message which perhaps confused her. You said 
to be good very loud and clear, but you did not 
tell her where you were going and when you 
would be back. Did the second message come 
through equally loud and clear? 


d. The therapist spells out nonverbal communication: 


Th: (to Johnny) You looked to your mother first, 
before answering. I wonder if you feel you have 
to get permission to speak. 


Th: (To Patty, who takes her father’s hand during an 
argument between her mother and father) Are 
you telling your dad that you sympathize with 
him? 


Th: (in reference to seating pattern) You all act as 
though you would like to get as far away from 
him (me, her) as possible. 


e. The therapist spells out “double-level” messages: 
D: (to mother) May I go to school? 


M: (to daughter) When I was a little girl, I never 
had an education. 


Th: (to mother) Now your daughter asked you if she 
could go to school and I’m wondering if she got 
an answer from you. Should she go to school or 
shouldmn’t she? 


15. In general, here are my criteria for terminating treatment. 


a. Treatment is completed: 
— When family members can complete transactions, 
check, ask. 
— When they can interpret hostility. 
— When they can see how others see them. 
— When they can see how they see themselves. 
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— When one member can tell another how he manifests 
himself. 

— When one member can tell another what he hopes, 
fears, and expects from him. 

— When they can disagree. 

— When they can make choices. 

— When they can learn through practice. 

— When they can free themselves from harmful effects 
of past models. 

— When they can give a clear message, that is, be 
congruent in their behavior, with a minimum of 
difference between feelings and communication, and 
with a minimum of hidden messages. 


Another set of criteria for terminating treatment is when 

the adult male and female as husband and wife can: 

— Be direct, using the first person “I” and following with 
statements or questions which: 


Criticize Find fault 

Evaluate Report annoyance 

Acknowledge an observation Identify being 
puzzled 


— Be delineated, by using language which clearly shows 
“I am me” and “You are you.” “I am separate and 
apart from you and I acknowledge my own attributes 
as belonging to me. You are you, separate and apart 
from me, and I acknowledge your attributes as 
belonging to you.” 

— Be clear, by using questions and statements which 
reflect directness and the capacity to get knowledge of 
someone else’s statements, directions, or intentions, in 
order to accomplish an outcome. 


In short, treatment is completed when everyone in the 
therapy setting can use the first person “I” followed by 
an active verb and ending with a direct object. 


